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Today’s seminar 
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2. Physical and psychological health consequences 
3. Recent developments: legal and cultural/practical 
4. Medicalisation 
5. Australian laws prohibiting FGM 
6. The question of reinfibulation 
 
1. Background: The nature and context of FGM/C 
 
 
A general definition 
The deliberate, non-therapeutic physical modification of female genitalia, usually in 
young girls (approx age 4-8) 
 
4 ‘Types’: 
 
 Type 1: Clitoridectomy (partial or total removal of the external/visible part of the 
clitoris and/or prepuce);  
 Type 2: Excision (type 1 + partial or total removal of the labia minora, and sometimes 
also of the labia majora, and suturing together of the cut surfaces);  
 Type 3: Infibulation (types 1 + 2 + narrowing of the vaginal opening, and suturing of the 
cut surfaces of the labia, leaving only a small opening for urination and menstruation);  
 Type 4: All other harmful non-therapeutic procedures (less invasive eg pricking, 
incising) 
 
Terminology: Is it Mutilation? Or Cutting/circumcision?   
Depends on the case/circumstances, and the person’s perception. 
 
 
Location 
 Concentrated in some African nations (especially Islamic) but reported 
worldwide 
 11 African nations have rates of FGM in females aged 15-49 of 70-98%: 
Somalia, Egypt, Guinea, Sierra Leone, Djibouti, Sudan, Eritrea, Gambia, 
Ethiopia, Burkina Faso and Mauritania 
 Within these nations, can be more concentrated in particular regions, with 
certain types more likely 
 
 
 
Prevalence 
 100-140 million girls and women now alive 
 500,000 women/girls in Europe 
 3 million girls in Africa at risk each year 
 Migration (eg 1.5 million Somalis worldwide) means this becomes an issue in 
societies receiving people from these regions 
 
 From 1999/2000 to 2008/09, Australia received 38,299 people as settlers from 
four nations with high frequencies of FGM (Mathews 2011)  
 
 In 2010, Australian doctors reported FGM being conducted, and seeing females 
who have experienced it. 
 
 The Melbourne Royal Women’s Hospital has reported seeing 600-700 affected 
women annually (Bourke 2010).  
 
 Some reports of FGM/C being conducted in Australia – impossible to know 
prevalence as is clandestine – several prosecutions since 2012 
 
 In 2010, it was reported that 500-2000 British girls would experience FGM, 
either at home, or abroad (McVeigh et al. 2010). 
 No prosecutions in Britain; cf France  
Types 1 and 2 more typical … 
 
But infibulation (Type 3), the most invasive and serious form, is 
estimated to affect 10-15% of those who have experienced FGM/C 
 
Infibulation is especially likely to occur in Djibouti, Eritrea, 
Ethiopia, Somalia, and Sudan, with clitoridectomy and excision 
more typical elsewhere (Yoder et al. 2008).  
 
Infibulation appears to be most frequently performed in the north 
of Sudan (Yoder et al. 2008; Yoder et al. 2004 p 36).  
Motivation - why is it conducted? 
 
Historical records since 450BC; predates, and has no basis in, Koran or Bible 
(although widespread belief of religious requirement) 
 
Initial rationale and genesis uncertain: now generally seen (by critics) as a cultural 
tradition, motivated by a patriarchal desire to control females’ bodies, capacity 
for sexual enjoyment and fulfilment, and social and gender roles: 
 prevent infidelity by limiting sexual desire 
 ensure virginity at marriage (preserving family honour) 
 help attract a husband (uncircumcised women seen as immoral) 
 rite of passage into womanhood (avoiding denigration/exile) 
 
Yet, many defend the practice, especially in its more minor form (and argue it is an 
important rite of passage and cultural feature)  
 nb arguments about normative moral relativism (ie different cultural standards both 
exist and preclude claims that some customs are unacceptable) vs moral universalism 
(while different standards exist, we can still assert some standards are more justifiable 
than others) – a topic for another day 
 
2. Physical and psychological health consequences 
 
Often conducted in dangerous circumstances: 
 unsterile environments 
 no anaesthetic, antiseptic or antibiotics 
 by persons with no surgical training (often female family member, or women 
from community) 
 using implements such as stones, razors, glass (Barstow 1999) 
 
 
Fatalities: risk of infection is high; death from haemhorraging is not infrequent 
 
 
 
Physical injuries 
 The more invasive the FGM, the greater the complications for intercourse, 
menstruation, and childbirth, and the higher the likelihood of recurrent 
infections, chronic pain, and perinatal death (Kaplan et al. 2011; Adam et al. 
2010; Barstow 1999).  
Adverse consequences include (see review by Mathews 2013): 
 chronic pain, scarring 
 bleeding, recurrent infections, urinary retention 
 urinary complications (UTIs, urinary crystals, urinary strictures) 
 complications for menstruation and intercourse 
 significant effects on longevity  
 those who are infibulated suffer re-incision to facilitate intercourse and 
childbirth, with higher risk for fatalities in childbirth (Office of the High 
Commissioner For Human Rights 2008).  
Adverse obstetric outcomes include: episiotomy, perineal tears, postpartum 
blood loss, perinatal death and longer hospital stays (WHO Study Group 2006).  
 
 
Psychological consequences 
 
Post-traumatic stress disorder 
Depression 
Anxiety 
Fear of sexual relations 
Lower sexual quality of life (pain, impossibility of intercourse, lack of desire) 
 
 
3. Recent developments: legal, cultural/practical 
 
Legal developments 
 
FGM/C has been made illegal by a growing number of nations in Africa (at least 22) 
and many Western/industrialised nations 
In Africa, domestic legislative prohibitions exist in Benin, Burkina Faso, the Central 
African Republic, Chad, Côte d’Ivoire, Djibouti, Egypt, Eritrea, Ethiopia, Ghana, 
Guinea, Guinea Bissau, Kenya, Mauritania, Niger, Senegal, Somalia, Southern 
Sudan, South Africa, Tanzania, Togo and Uganda.  
 
Also prohibited by regional international instruments: 
 the Protocol to the African Charter on Human and Peoples’ Rights 2003 (the 
Maputo Protocol) 
 Rabat Declaration on Child Issues 2005 art 10 – urged eradication in the Islamic 
context – to eliminate discrimination against girls and harmful traditional 
practices such as FGM and child marriage; art 20: take legislative measures 
 
Consistent with other international instruments: 
 
 Convention on the Elimination of All Forms of Discrimination against Women 1979  
Article 2(f) urges State Parties to take ‘all appropriate measures, including 
legislation, to modify or abolish existing laws, regulations, customs and practices 
which constitute discrimination against women’  
 
 United Nations Convention on the Rights of the Child 1989 
Article 24 obliges States Parties to take all effective and appropriate measures with 
a view to abolishing traditional practices prejudicial to the health of children  
Article 19 obliges States parties to take all appropriate legislative, administrative, 
social and educational measures to protect children from all forms of abuse and 
exploitation 
 
Legal prohibition (and even enforcement), while a positive step, is not itself 
sufficient to create real change  
 example of Egypt: 
 2007 law introduced 
 decline pre- and post-law 
 yet still conducted  post-law especially by GPs 
 1 in 3 young doctors defended FGM, thinking it was required by religion 
 attitudinal change is also necessary to produce practical change 
 
 Efforts at reduction and eradication of FGM have proliferated; some have 
been at least partly successful 
 initially, most of these efforts were premised on an approach responding to the 
health effects of FGM (Obermeyer 2005).  
 the second phase of these approaches saw a higher priority being given to a 
rights-based approach (Toubia et al. 2003).  
 
 
Practical/cultural strategies 
 Religious leaders’ influence 
 Fatwas (West African Regional Fatwa endorsed by Imams from 10 nations 
including Sudan, Egypt) 
 Teaching the community about religious doctrine (> 4000 religious 
leaders taught their followers FGM not required by Islam) 
 1000 religious edicts were issued supporting abandonment 
 Alternative rites of passage into womanhood 
 Declarations of community commitment (>2700 communities) 
 Community education programs (>20,000); education of girls 
 Antenatal and postnatal care and support, and education (300 health 
facilities included FGM prevention in their antenatal & neonatal care) 
 Media (3500 news, TV, radio items on benefits of abandonment) 
 Prosecutions (n=141) 
 
 
4. Medicalisation 
‘Medicalisation’ is defined by the WHO (1997) as ‘situations in which FGM is 
practised by any category of health-care provider, whether in a public or a 
private clinic, at home or elsewhere. It also includes the procedure of 
reinfibulation at any point in time in a woman’s life.’  
 
In some regions and nations, there is an increasing medicalisation of FGM, 
where it is conducted by medical professionals (Yoder et al. 2004; Rasheed et al. 
2011). It has also been considered by some Western medical bodies. 
 
This is despite international and domestic policy prohibitions on medical FGM: 
 The World Health Organization first condemned medicalisation of FGM at its 
conference on FGM in 1979 (World Health Organization 2010).  
 The World Health Organization (2010), with twelve other international health 
bodies, has published a Global strategy to stop health-care providers from 
performing female genital mutilation.  
 The WHO states… 
 
Health-care providers should not perform any type of FGM in any setting – neither 
should they perform reinfibulation after delivery or in any other situation. They should 
provide care for girls and women suffering from complications associated with FGM, 
including special care during childbirth for women who have already undergone FGM. 
They should counsel women suffering consequences from FGM, and their families, 
and advise them to seek care for their complications and mental health consequences, 
advise them against reinfibulation, and counsel them to resist having FGM performed 
on their daughters or other family members.  
Health-care providers should also act as advocates for the abandonment of the 
practice in the community at large. When providing care to migrant women and in 
cases of limited language skills, health-care providers should have access to cultural 
interpreters specifically trained on FGM, to ensure counselling to women and families 
is adequate and done with respect for their cultural beliefs. 
 
World Health Organization (2010, p 11)  
The Royal Australian and New Zealand College of Obstetricians and 
Gynaecologists (RANZCOG) policy also forbids medical practice of FGM 
 
RANZCOG Policy C-Gyn 1 Female Genital Mutilation 
 
1. Condemns the practice of any form of FGM. 
2. Advises Members and Fellows that FGM is prohibited by specific legislation in most 
states, territories and New Zealand, with provisions for mandatory reporting of 
children at risk. Legislation has been introduced because of the harmful effects of 
FGM, which should not be performed by doctors, regardless of the apparent 
persuasiveness of any individual case. 
7. Specific obstetric issues: 
• When de-infibulation is likely to be necessary for childbirth, it is best done 
antenatally in the late midtrimester. 
• In some jurisdictions legislation prohibits resuture to narrow the vaginal introitus 
following birth, which may be a criminal offence. 
• In any case, resuture which narrows the introitus should be strongly discouraged 
because of the scarring and subsequent health effects it may cause. 
Policy implementation 
Yet, in 2010, in the USA and Australia, peak medical bodies (RANZCOG and 
the American Academy of Pediatrics) considered endorsing the medical 
administration of a ‘lesser’ form of FGM – ie a form of medicalization.  
 
The basis was pragmatic: that it would be preferable to satisfy patients’ desire 
for FGM in medically-controlled conditions, rather than have these patients 
seek it, possibly in more severe forms, under less safe conditions (Tatnell 
2010). 
 
In Australia, the initial report caused controversy and RANZCOG (2010) 
immediately issued a press release stating it did not support this approach. 
A similar outcome occurred in the USA (American Academy of Pediatrics 
2010a, 2010b; Mathews 2011).  
5. Australian laws prohibiting FGM 
 
Some broader context: 
 Criminal prohibitions across Australia – broadly similar 
 USA and Australia, 2010: 
 peak medical bodies considered endorsing the medical administration of a 
‘lesser’ form of FGM – ‘ritual nicks’ 
 Proposals quickly overcome 
 2012 Cth Govt statement on eradication (Gillard Govt) 
 2012 UN Resolution on eradication 
 April 2013 National Summit convened by federal Minister for Health (Tanya 
Plibersek) 
 
 
(a) A general, wide prohibition on FGM/C 
General, wide prohibition exists in every State and Territory (eg Criminal Code 
Act 1899 (Qld) s 323A; Victoria’s Crimes Act 1958 s 32) 
Legislation prohibits performance on a child or adult of any type of ‘female 
genital mutilation’ 
This term is defined as including (types 1-4): 
 clitoridectomy 
 excision of any other part of the genitalia 
 infibulation (narrowing or closing of the vagina); and 
 any other mutilation of the genitalia 
 
Consent does not make FGM lawful – autonomy overridden 
Also prohibits taking child out of country for performance of FGM 
(b) A general exception permits therapeutic procedures 
 The legislation permits medical procedures for therapeutic purposes. Different 
methods are used. 
 Eg NSW, Victoria allow operations deemed ‘necessary for the health of the patient’.  
 In determining whether an operation is necessary for the person’s health, ‘the only matters 
to be taken into account are those relevant to the [person’s] medical welfare or the relief of 
physical symptoms’.  
 Eg Queensland permits procedures for ‘a genuine therapeutic purpose’, allowing a 
procedure directed ‘only at curing or alleviating a physiological disability, physical 
abnormality, psychological disorder or pathological condition’ (narrower?). 
 Some jurisdictions also provide that performing a procedure for cultural, religious or 
other custom is not for genuine therapeutic purposes (ACT; NT; Tas) 
 Questions exist about the scope of the exception. Arguably (Mathews et al, 
forthcoming), the general therapeutic exception allows procedures such as: 
 surgery to treat skin cancer, tumours or cysts;  
 surgery to repair vaginal, perineal, anal muscles injured by trauma or childbirth; 
 labiaplasty to treat protruding labia. 
 
 
 
6. The question of reinfibulation 
 
  A difficult medical and ethical problem: reinfibulation after childbirth  
 Suppose a woman who has been infibulated (Type 3) is pregnant 
 She clearly requires defibulation to allow delivery 
 
 What is the position if she requests reinfibulation postpartum? 
 Australia: Moeed & Grover (2012) surveyed 530 RANZCOG fellows, trainees, diplomates - 
found 82 (21%) had been asked to re-suture after delivery; 11 had complied 
 Overseas: ‘Nurses often found themselves in situations where there seemed no right way 
to proceed. Their skills as midwives delivering circumcised women  helped reduce 
maternal and neonatal mortality, but they felt uncomfortable reinfibulating the women. 
Apparently the women themselves did not want the procedure, but their mothers-in-law 
and their husbands did. [The nurses felt that if they] refused or only partially reinfibulated 
the woman, the procedure would be done elsewhere in far less hygienic conditions. In the 
end the nurses withdrew from the area’. (Personal communication, 22 September 2013) 
 
 Do the Australian legal provisions allow reinfibulation in these circumstances? 
 Or would it technically constitute unlawful FGM by the practitioner(s)? 
 
 
 
 There is some ambiguity in the law (cf policy); no clear provisions about this (a 
case for a clear national approach) 
 Requires use of principles of statutory interpretation to construe the prohibition: 
 What interpretation best promotes the intention of Parliament (AIA s 14A)? 
 Extrinsic materials eg explanatory notes, second reading speech (AIA s 14B) 
 Reading the provisions in the context of the whole Act/Part/Chapter and relevant 
definitions (Metropolitan Gas (1924) 35 CLR 449, 455) 
 Arguably: based on the wording of the legal prohibitions and their context and 
purpose, a practitioner who complies with a request by a defibulated woman for 
reinfibulation after childbirth would technically breach the law 
 Exception: if the patient is so psychologically dependent on the infibulated state that 
reinfibulation falls within the therapeutic exception (but cf ACT, NT, Tas) 
 A troubling ethical contest/dilemma for practitioners: 
 If request is denied: 
 Paternal beneficence is prioritised 
 Non-maleficence is prioritised (but may simultaneously be transgressed) 
 Yet patient autonomy is transgressed 
 But, if comply: autonomy prioritised; beneficence, non-maleficence transgressed 
 No knockdown argument - Practitioners’ thoughts? 
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